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INDICATIONS FOR MASTOID OPERATION 
SAMUEL G. DABNEY, M.D. 
LOUISVILLE, Ky. 


Two procedures, quite different from the gen- 
erally accepted practice in otology, have been recently 
recommended: One is to remove tonsils and ade- 
noids, even though acutely inflamed when there is 
acute otitis media with threatening mastoid symp- 
toms; the other is to delay myringotomy and to use 
medical applications to the canal and to the naso- 
pharynx, even when there is severe earache, fever 
and a bulging drum membrane. 

The consensus of opinion is very decidedly against 
these measures. The proposals to delay myringot- 
omy under the conditions described Kerrison well 
names “contributions to ignorance.” It is still true 
that the most important measures to prevent mastoid 
disease are: prompt incision of the inflamed and 
bulging drum membrane; rest at home, preferably 
in bed; frequent hot irrigations of the ear, and 
cleansing antiseptic applications to the nose and 
nasopharynx. There seems to be a tendency to ac- 
complish the latter by dropping the applications into 
the nose and “hawking” them out (warm saline 
solution followed by 20 per cent argyrol) rather 
than by the atomizer. 

D. McKenzie (Diseases of the Ear, Nose and 
Throat, 1922) advises that if severe symptoms are 
absent, tonsils and adenoids should be removed in 
acute suppurative otitis if the discharge persists for 
more than a week. This seems to me rather too 
short a time, and four to five weeks would, I think, 
be wiser. When the mastoid operation is indicated, 
McKenzie advises waiting until recovery from this 
before removing tonsils and adenoids, a plan gen- 
erally followed. 

Before reviewing opinions as to the relative value 
of mastoid symptoms and the indications for opera- 
tion, I would express my conviction that too often 
sufficient stress is not placed upon the time of onset 
and the persistence of symptoms. In many cases 
of acute otitis media the classical picture of mastoid 
disease is present for the first week or ten days, 
and yet most such cases go on to complete recovery 
without operation. Unless there are symptoms of 
intracranial disease or edema over the mastoid (not 
due to furuncle) operation is very rarely indicated 
within this time. As to the importance to be at- 
tached to the various symptoms persisting or appear- 
ing after this time: 


Fever. All are agreed that in adults fever is 
often entirely absent and is rarely high. Even in 
children, though the temperature is higher as a rule, 
it is frequently low and may be absent. Under two 
conditions, however, the temperature is important. 
(1) When there is persistent or frequent elevation 
continuing over a period of ten days or more, even 
if it is only an evening rise to 99.5° or 100° F. (2) 
When, the acute symptoms having subsided, there is 
a sudden and otherwise inexplicable fever. : 

Pain. It is noteworthy that neither Kerrison 
nor Hays, in their recent contributions to this sub- 
ject, mention pain among the chief symptoms of 
suspected mastoiditis. It is, indeed, sometimes 
absent, but is more commonly present, though vary- 
ing greatly in intensity and location; sometimes a 
dull aching in the ear, sometimes, and very signifi- 
cantly, a deep throbbing in the bone behind the 
ear; and sometimes sharp and radiating to the 
temple and occiput, 

Edema Over the Mastoid. It has seemed to me 
that the general physician attaches too much im- 
portance to the absence of this symptom. When 
present, and not due to an acute inflammation 
of the canal, it is of the greatest importance; 
but it is in the majority of cases absent. McKenzie, 
however, thinks it will generally be found if firm 
pressure is made for fifteen or twenty seconds on the 
mastoid or at the edge of the bone behind the mas- 
toid. Hays also emphasizes the importance of a 
careful search for edema, which, he says, may be 
manifest only as a thickening of the overlying 
tissues. 

Tenderness. When persistent after the first ten 
days tenderness is of great importance, especially 
when it has extended beyond the limits of the 
antrum. It should be carefully sought over the 
antrum, at the exit of the emissary vein, and at the 
tip, always making comparison with the healthy side. 
Some recent writers speak of its entire absence in 
a large number of cases. It is indeed sometimes 
lacking, but according to my own observation this 
is rare if firm deep pressure is made. A very thick 
cortex and a general lack of sensitiveness of the pa- 
tient account for its occasional absence. 

Bacteriology. Hays (Diseases of the Ear, 
Nose and Throat, 1925) places the character of the 
discharge and the type of infecting organism first 
in importance among the symptoms of mastoiditis, 
while Kerrison thinks the importance of the organ- 
ism may easily be overestimated. His own statis- 
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tics of 120 cases, show, however, that the hemolytic 
streptococcus and the non-hemolytic streptococcus 
pyogenes were found in 109 cases in pus taken from 
the mastoid. The streptococcus mucosus capsulatus 
was found in only one and, unfortunately, he gives no 
history of that case. This capsulated organism is 
found in a very small proportion of cases, but is of 
great importance from the extensive and often fatal 
destruction it produces, with very slight symptoms 
until death from meningitis is imminent. 

Kettleman- has written a very interesting article 
on this subject under the title of “Mucosus Otitis.” 
He gives the clinical history as follows: A slight 
or possibly sharp pain in the ear, but of very brief 
duration and with little or no discharge. Instead 
of being followed by gradual and progressive return 
to normal, the ear feels uncomfortable and un- 
natural, with decided impairment of hearing not 
improved by inflation; the drum membrane presents 
the lusterless appearance often seen in catarrhal 
inflammation; then suddenly meningeal symptoms 
appear, perhaps several weeks or more after the 
onset and unheralded by any of the usual signs; 
the spinal fluid contains the streptococcus capsula- 
tus; death rapidly ensues from meningitis, and the 
post-mortem findings show extensive symptomless 
destruction of the mastoid with perforation into the 
cranial cavity. Unfortunately, discharge from the 
ear may be absent, and the diagnosis must be made 
upon the persistent discomfort, unnatural feeling in 
the ear, and dullness of hearing not improved by in- 
flation. 

T have seen very few cases of this character, but 
the most typical from a clinical standpoint occurred 
some years ago when spinal puncture was not gen- 
erally made. A middle-aged man was taken with 
sharp but transitory pain in the ear; this was fol- 
lowed by dull discomfort and deafness; then sud- 
denly, some weeks later, brain symptoms appeared 
and he became unconscious. It was at this stage 
that I first saw him. The drum membrane was dull 
and grayish and there was very little bulging in the 
attic. Incision liberated a drop or two of pus. I 
expressed the opinion that there had been direct in- 
fection of the meninges through the roof of the 
middle ear. Death occurred the following day. 
Necropsy revealed a small perforation through the 
tegmen tympani, and meningitis. The mastoid was 
not opened, but in the light of our present knowledge 
there was probably extensive mastoid disease due 
to the streptococcus mucosus capsulatus. 

It seems fair to conclude that if this organism 
is found in the discharge, and if the discomfort 
and dullness of hearing persists, opening of the 
mastoid is demanded, regardless of symptoms. As 
to the usual cases, the presence of streptococci, 
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hemolytic or non-hemolytic, should at least put us 
on our guard. 

The Roentgen Ray Picture. Kerrison is not 
very enthusiastic as to the value of the roent- 
gen ray. He warns us that the picture of the two 
mastoids may be by nature very unlike, and he 
thinks the «-ray will become more and more valu- 
able as indicating the progress of the disease, with 
frequent pictures taken from time to time, although, 
of course, he does not consider it without much value 
at present. It would seem that when the well- 
trained roentgenologist reports the septa between the 
cells destroyed, it is usually very significant; but 
too much importance should not be placed upon 
mere clouding. Doubtless we will learn better how 
to interpret it, but the roentgen ray picture is of 
great assistance even now. Strange to say, McKen- 
zie does not mention it in the diagnosis of acute 
mastoiditis. 

The Blood Count. The consensus of opinion 
seems to be that a high leucocytosis and an in- 
crease in the polymorphonuclears is an aid in 
diagnosis, but the absence of these conditions is 
not of great importance. — 

Narrowing of the Auditory Canal. This is con- 
sidered of great value by Hays, acute inflammation 
of the canal being exlcuded. A few weeks ago 
I was asked by a colleague to see a middle- 
aged woman whose pain had partially subsided, 
the discharge had diminished, and _ tenderness 
was absent or very slight. There was great narrow- 
ing of the canal and some bogginess around the ear 
which had been suppurating for more than two 
weeks. Operation disclosed extensive mastoid de- 
struction with a large amount of pus. 

Sagging of the Upper Posterior Canal Wall 
at its junction with the drum membrane and 
of the membrane adjacent is a valuable but 
not pathognomonic sign. Twice I have seen a 
mastoid operation performed in the early stages 
of acute otitis media when this and other every more 
typical mastoid symptoms were present, without 
finding any pus in the antrum or cells. One of 
these cases was in my own practice, the other in that 
of a colleague. 

Profuse Discharge continuing over several weeks, 
and especially when, after cleansing, it rapidly “wells 
up again,” is strongly indicative of mastoid abscess. 

Pulsation of the opening in the drum membrane 
is indicative of pus retention. 

From this study of the symptoms, and from my 
own experience, I would outline the indications for 
mastoid operation as follows: It is assumed that 


there is a free opening in the drum membrane, and 
that proper treatment of the otitis media has been 
instituted. 
warrant mastoid operation. 


(a) Laboratory findings alone never 
In the order of their 
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value they are: (1) bacteriology of the spinal fluid 
if meningitis is suspected ; (2) the roentgen ray pic- 
ture; (3) bacteriological examination of the dis- 
charge; (4) the blood count. (b) Except where 
there is edema over the mastoid or cerebral symp- 
toms (both very unusual at this time), operation is 
rarely indicated in the first week or ten days of 
otitis media. (c) The persistence of even slight 
symptoms, or their appearance after this date, often 
demands operation ; these symptoms occur in various 
combinations. As a rule, the following conditions 
continuing beyond the above-mentioned time or aris- 
ing after that time, indicate the need for operation: 

(1) Persistent pain and tenderness with slight 
evening rise of temperature ; 


(2) Profuse purulent discharge without pain or 
fever and with slight if any tenderness, but with 
sagging of the upper posterior wall and drum 
adjacent ; ‘ 

(3) Moderate or profuse discharge with edema 
of the mastoid; 

(4) Marked fluctuation of temperature with 
chill and sweats,—a combination very suggestive of 
septic thrombosis of the sinus, but sometimes oc- 
curring from mastoiditis alone, especially in chil- 
dren; 

(5) Profuse purulent discharge continuing for 
several weeks; 

(6) Rarely, sudden cessation of discharge with 
the onset of septic symptoms, 
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REPORT OF THREE OTOLOGICAL CASES 
FROM THE OTOLARYNGOLOGICAL 
SERVICE OF GREENPOINT 
HOSPITAL, BROOKLYN, 

NEW YORK 


JOSEPH E. BRAUNSTEIN, M_.D., 
Attending Surgeon 


MARK J. GOTTLIEB, M.D., 
Associate Surgeon 


The following case histories are presented for the 
purpose of bringing before the reader some of the 
problems that confront the otologist, and the lessons 
that may be learned by the varying character each 
case displays. 

Case 1. Chronic otitis media purulenta, mastoiditis, cho- 
lesteatoma, meningitis sympathica, perisinus abscess, abscess 
posterior cranial fossa. 

This case is.reported for the reason that an operation 
was undertaken on the right temporal bone with the idea 
of doing a radical mastoidectomy and labyrinthectomy be- 
cause the patient was developing meningitis. The right 
labyrinth did not respond to caloric stimulation, while the 
left was found to be active. It was presumed before the 
operation that the girl had a latent labyrinthitis and the 

ginning meningitis was due to an extension from a chronic 
Suppuration of the labyrinth. However, after the mastoid 
Cortex was removed, such conditions were found as to 
make it necessary to revise the preoperation program. 
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G. S. 15 years of age. Admitted April 1, 1925. 

‘ Chief complaint—Discharge from both ears, chills and 
ever. 

Past history—She had diphtheria at the age of seven, since 
that time has had intermittent discharge from both ears 
and impaired hearing. 

Present history—One week before admission, the dis- 
charge from both ears ceased. The patient then experi- 
enced pain on the right side of her neck and says that her 
neck became swollen. This was accompanied by chills 
and fever. The swelling in the neck lasted two days. Did 
not complain of headache or mastoid tenderness. 

On the day of admission, the left ear drum showed an 
old perforation situated high up in the anterior portion 
of the drum. The posterior canal wall was thickened and 
was deep red in color, but not acutely inflamed. The canal 
contained some cerumen or inspissated discharge. The 
right ear drum had a perforation in the upper posterior 
quadrant; and a thick foul discharge issued from the per- 
foration. The posterior superior portion of the canal 
sagged moderately and the posterior canal was acutely in- 
flamed. No edema, redness or tenderness was found over 
either mastoid process. The patient was mentally alert and 
did not complain of headache. or other symptoms that 
might have led one to suppose that a serious process was 
going on in the patient’s head. The reflexes were apparent- 
ly normal,—no neck rigidity or Kernig sign. No observa- 
tion was made regarding the presence or absence of spon- 
taneous nystagmus at the time of admission. The tempera- 
ture was 97.2° and the pulse 116. The blood count on the 
following day was: leucocytes 19, 200, polys. 68%, mononu- 
clears 32%. 

The patient continued to be very comfortable with only 
slight rises of temperature until four days after admission. 
when she became stuporous and drowsy, complained of 
headache and had some neck rigidity. A spinal puncture 
showed turbid fluid under pressure, containing leucocytes 
1260 per cmm., polys. 97%. Culture and smear were 
negative. The temperature gradually rose to 102° at the 
beginning of the meningeal symptoms and then to 104.6°. 
Examination at this time revealed a spontaneous horizontal 
nystagmus to the left, occasional fine horizontal nystagmus 
to the right, right ear discharging foul-smelling pus, ful- 
ness in the posterior canal wall near the region of the drum. 
Left ear showed no change from that found on the first 
examination. Internal squint of right eye, moderate neck 
rigidity, and a doubtful Kernig sign on the left side only. 
Unsustained ankle clonus on the right side. Babinski re- 
flex present on both sides. The right labyrinth did not 
respond to douching with water at 68° while the left 
labyrinth was found to be active. 

Preoperative diagnosis: Right chronic mastoiditis of 
dangerous type; latent labyrinthitis ; meningitis. 

Operative program: Immediate radical mastoidectomy, 
drainage of labyrinth by Hinsburg method. : 

Findings at operation: Cortex of mastoid thick. When 
uncapped, a large quantity of thick, foul-smelling pus ex- 
uded. The sinus was found exposed throughout its entire 
extent. It was covered with large thick granulations. It 
abutted against the posterior canal wall and filled in the 
mastoid antrum, obstructing the approach to the tympanum 
by the aditus route. An effort was made to open the 
tympanum through the zygomatic root and a small epidural 
abscess was found in this location. While endeavoring to 
take down the posterior canal wall, the anesthetist noticed 
a twitching of the face. A trickle of thin cloudy fluid 
was then noticed just above the knee of the sinus. An 
anatomical forceps was inserted above the sinus for about 
one and one half inches, evacuating a large abscess of foul- 
smelling, thin, liquid, mixed with pus and white oily flakes. 
The forceps actually fell into the cavity. The evacuation 
was produced by the spreading apart of the forceps. The 
bottom of the cavity was not felt. An iodoform gauze 
drain was placed in this cavity and the operation was 
terminated without suturing the wound. 

Within a few hours, the patient again became conscious 
and remained comfortable until three days later. Then 
she became unconscious, the respiration became very slow, 
she developed pulmonary edema and died. After the opera- 
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tion it was noticed that she had an incomplete paralysis 
of the right side of the face. : 

Analysis—The findings of a large collection of 
pus in the posterior fossa, between the posterior sur- 
face of the petrous portion of the temporal bone and 
the cerebellum, made it necessary for the surgeon 
to revise his original plans and the following ques- 
tions were brought squarely before him as he pro- 
ceeded to operate. x 

Was the labyrinthine function destroyed by a 
process in the end-organ itself, or was the auditory 
nerve compressed or inflamed by reason of the ab- 
scess surrounding or impinging upon the nerve as 
it emerged from the internal auditory canal? This 
question could not be answered at the time of the 
operation. It was felt that if the patient survived, 
the labyrinth could again be tested. 

The internal strabismus of the right eye could be 
explained by inferring that the abscess produced 
either an edema or actual inflammatory reaction in 
Dorello’s canal at the apex of the petrous pyramid, 
thus paralyzing the sixth cranial nerve. 

After finding the abscess, the problem of drainage 
presented itself. The lateral sinus stood in the way 
of complete easy drainage. Ligaturing the sinus 
would have effectually cleared the situation, but it 
was impossible to execute this, because the sinus 
hugged the posterior canal wall of the external audi- 
tory meatus so closely that it would have been neces- 
sary to remove part of the posterior canal wall at 
its base to reach the anterior margin of the sinus. 
This procedure surely would have resulted in a per- 
manent paralysis of the facial nerve. Plugging the 
sinus was the next thought, but its wall was covered 
with thick granulations, and an injury by compres- 
sion might lead to a phlebitis with thrombosis of the 
jugular bulb and vein. For these reasons the sinus 
was not molested and drainage was established as 
best could be done under the circumstances. 

The patient regained consciousness after the oper- 
ation and felt very comfortable and 1 :mained in 
this condition until just before death. She expired 
probably from respiratory failure by compression 
or edema of the respiratory center. 

Case 2. Chronic purulent otitis media complicated by 
meningitis sympathica. 5 

Mrs. E. F., aged 41 years, admitted to Greenpoint Hospi- 
tal, September 11, 1925. 

Her chief complaints were pain in the right ear and dis- 
charge for two weeks; and for a few days, pain in the 
— and back, dizziness, vomiting and rigidity of the 
neck. 

Family history—not relevant to her present condition. 

Present illness—For six years has had a discharging riyht 
ear. Two weeks ago the right ear itched. The patient 
scratched it first with a nail file and then used a hair pin. 
The ear began to discharge four days before admission 
and then she began to have pain in this ear and in her 
head. She then experienced vertigo and pain in the back. 
One day before admission, she had pain in her left thigh 
and stiffness of the neck accompanied by repeated retching 
and vomiting. Patient was admitted with a temperature 
of 104.3°. 

Physical examination—Pupils equal and react to light 
and accommodation. Horizontal nystagmus to the right on 
looking directly forward, and exaggerated on turning eyes 
to the right. Foul-smelling, thick, yellow discharge from 
the right ear. Landmarks of drum not visible. It is swol- 
Perforation is not discernible. Ten- 
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derness over right mastoid tin and slightly over the right 
antrum. Patient does not hear with right ear; hears well 
with the left. The static labyrinths are active, the right 
requiring six times longer douching with water at 68° to 
produce nystagmus, than the left. The nystagmus pro- 
duced on douching the right ear was to the left, a normal 
reaction notwithstanding the spontaneous nystagmus to the 
right. A possible Kernig reflex on both sides. Knee-jerks 
active. Babinski test, suggestive on the left. Rigidity of 
the neck, definite and pronounced. The spinal fluid was 
examined immediately after the puncture; it flowed out 
under moderate pressure, slightly cloudy, 1750 cells per 
ccm. No bacteria in smear. Blood count,—white blood 
cells 12,500; polymorphonuclear leucocytes, 87%; small 
mononuclears 13%. 

Summary and discussion—There was no doubt that this 
patient was suffering with a beginning meningitis, most like- 
ly due to an invasion from the right ear. The vertigo, 
nausea, vomiting, and nystagmus to the diseased side may 
indicate intracranial suppuration or a rekindling of an 
old focus probably in the posterior fossa. Without other 
confirmatory signs this point was not decided upon, and a 
simple mastoidectomy was performed with the idea that 
additional surgical measures would be employed depending 
upon the findings when the mastoid was opened. 

The mastoid was one of the semi-sclerotic type, the cells 
were small and the septa were thick. Some cells contained 
pus, others a thick mucoid fluid, and others appeared nor- 
mal. An area of necrosis was found in the floor of the 
middle cranial fossa and the dura underlying it was covered 
by a yellow exudate. The patient’s condition was not good; 
no indication was found for further surgery, and the wound 
was packed with iodoform gauze. 

The patient began to improve following the operation. 
The neck rigidity, vomiting and vertigo disappeared. The 
temperature gradually came down and touched normal on 
September 10th and remained so until September 20th 
when she had a fifteen minute chill and a rise of tempera- 
ture to 103.2°, accompanied by headache, vertigo, nausea, 
vomiting and rigidity of the neck. b 

Two days previous to this (September 27th) it was 
noticed that she was losing weight, and that there was slight 
rotary nystagmus to the left on looking to the left. Her 
gait with eyes open was apparently normal, but with eyes 
closed she had a tendency to fall to the right. Suggestion 
of adiadokokinesis with the right hand. There was a cop- 
ious discharge from the mastoid wound and the middle ear. 
A neurological consultation on the same day did not con- 
firm these findings. 

A neurological consultation on September 2gth noted: 
Right fundus shows a somewhat indistinct nerve head, but 
cranial nerves negative otherwise; course tremor of the 
right upper extremity when extended ~vith the eyes closed ; 
clumsiness in alternating movements of the right hand; 
bilateral ankle clonus, more marked on the left. _ - 

Impression of consultant.—The vomiting, few signs point- 


ing to cerebellar involvement, the headache, blood count . 


and the spinal fluid findings would indicate a localized puru- 
lent process most likely in the posterior fossa. 
Laboratory findings——White blood count—23000; poly- 
morphonuclear leucocytes 88%; small mononuclears 12%; 
spinal fluid, flow under moderate pressure; 400 white blood 
cells and 140 red blood cells per cubic mm.; polys. 53% 
lymphos 47% ; globulin, slight increase; Fehling’s reduction 
normal. No bacteria found in the culture or smear. Blood 
culture on the 209th of September reported negative on 
October 1st and thereafter. : 
Summary and discussion—Operative intervention was de- 
layed for twenty-four hours because definite localizing 
symptoms were not evident and it was hoped that either 
the attack would subside or other evidence of an intra- 
cranial complication would appear. No fear was enter- 
tained that a delay of that length of time would jeopardize 
the life of the patient because it was felt that the previous 
attack had left a certain amount of protective exudate in 
the channels through which infection might extend. No 
additional symptoms or signs of intracranial suppuration 
were evident on the following day, but the patient continu 
to be critically ill and it was decided to do a radical mast- 
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oidectomy followed by:a decompression of the middle and 
posterior fossa. Just previous to the operation, a spinal 
puncture was done; the fluid flowed out under slightly in- 
creased pressure and was turbid. 

An area of bone necrosis was found in the roof of the 
tympanum. A large area of dura was exposed from the 
tegmen tympani backward to the former dural exposure 
in the middle fossa. The lateral sinus was uncovered with 
a gorge and small rongeur. Quite a distance back from 
the sinus a series of very large cells was found containing 
fluid of mucoid consistency, and the lining of these cavities 
was thickened. The inner table of the lower portion of 
the lateral wall of the posterior fossa was studded with 
small cells containing yellow semi-solid material. On ‘at- 
tempting to curette these, the plate fractured under slight 
pressure for about one inch. bone was removed ex- 
posing the occipital lobe. The cerebellum was exposed by 
taking down the bone in Trautmann’s triangle. The dura 
was not under tension. The wound was irrigated with 
saline solution, swabbed with iodine and alcohol and packed 
with iodoform gauze. Ether anesthesia for one hour and 
fifty-five minutes. Time consumed in operating one hour 
and twenty minutes. 

At the time of the operation, the temperature was 104°, 
pulse 108, respiration 25. Following the operation, the 
temperature gradually declined and reached normal on 
October 4th and has remained so since. The vomiting and 
headaches disappeared directly after the operation, and in 
the course of a few days the neck regained its former 
flaccidity. 

On October 14th, there was noticed the dripping of pus 
from the region of the floor of the cranium midway be- 
tween the tegmen tympani and the posterior fossa. 

On October 2ist a plastic operation on the external ear 
was performed. The wound healed without complications, 
and the patient was discharged from the hospital in about 
ten days. 

Case 3. Acute purulent masioiditis operated upon under 
local anesthesia. 

M. W., male, admitted October 19, 1925. Discharged 
November 14, 1925. 

Final diagnosis—1. Acute otitis media purulenta (left) 
toon mastoiditis (left) 3. Acute otitis media purulenta 
right). 

History—About two weeks prior to admission the pa- 
tient began to experience “jumping pains” in his left ear, 
lasting the entire day. Two days later he began to ex- 
perience tenderness over the mastoid region, increasing 
until admission. A severe persistent headache—( frontal 
and temporal on left side) appeared at the same time as 
the pain 
' Examination—Right ear drum retracted. Left drum per- 
forated in its lower portion—profuse yellow discharge 
coming through this perforation. The discharge pulsated 
through the perforation. lt was large and synchronous 
with carotid pulse. Left mastoid tender over antrum and 
tp. Right not tender. Left posterior canal wall red and 
slightly swollen. Entire septum and roof of both nasal 
cavities covered with crusts which were discolored in 
patches by dark red areas which were most likely evidence 
of bleeding from the mucous membrane. Throat shows 
dripping of pus from the naso-pharynx. 

Impression—Acute otitis media purulenta (left). 
mastoiditis (left). Possible perisinus abscess. 

Roentgenography—October 20th. Region of left mastoid 
shows a very slight degree of clouding of cells and hardly 
sufficient to consider pathological. 

Operation—October 20th. Simple mastoidectomy. Local 
anesthesia with 2% novocain solution placed at five points 
down to and under periosteum: first above concha; second, 
at tip into the insertion of the sterno-cleido-mastoid muscle ; 
third, below first and behind mastoid; fourth, between sec- 
ond and third and behind the lower portion of the mastoid; 
fifth, behind the ear and between the membranous and bony 
canal walls. Insufficient anesthesia at the tip made it neces- 
sary to inject during thé operation. Postauricular incision 
of two inches through the skin and periosteum. Cortex 
xenterated, beginning at about the spine of Henle into 
the mastoid cavity and tip. Sinus not exposed. Tip re- 
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moved. Findings—Many large and small mastoid cells 
filled with creamy pus. Large cell at tip filled with pus. 
Culture—Staphylococcus aureus. 

Two days aiter the operation, the wound was dressed 
and it was noticed that there had developed a large brawny 
edema involving the posterior surface of the auricle and 
extending down the neck and over the area of the trapez- 
ius muscle. There was no rise of temperature, the swelling 
was not sharply demarcated, and there were no blebs. The 
dermatologist decided that this was a cellulitis. 

On October 26th the wound was opened widely. Free 
pus exuded from the lower angle and there was some 
sloughing of the tendinous ends of the loosened sterno- 
cleido-mastoid muscle. The swelling was found to be less 
than was previously noted. 

On November 2nd the patient developed an abscess of 
the right middle ear which drained very freely and gave 
no further trouble. ; 

On November 14th he was referred to the out-patient 
department. He was readmitted to the hospital on Novem- 
ber 19th because the mastoid wound was not healing proper- 
ly, and it was again widely incised and packed lightly with 

Summary and discussion.—A large, plethoric male 
62 years with an irregular pulse, suffering with an 
acute mastoiditis presented to us the following pro- 
blems. First, was the pulsating discharge an evi- 
dence of an exposed lateral sinus? Second, although 
this patient was suffering with pain he did not ap- 


‘pear to be desperately sick. However, from our 


experience when the tissue reactions are not as great 
as the extent and seriousness of the local lesion 
danger lurks ahead. 

A pulsating discharge from the middle ear where- 
in the discharge is profuse has been presumed that 
to be indicative of an exposed lateral sinus. This 
was not found in this case. We would like to call 
the reader’s attention to the fact that an exposed 
healthy lateral sinus does not pulsate and therefore 
the transmission of the pulse rhythm to a column of 
free pus is most likely due to a movement initiated 
by the engorged arteries in the walls of the cavity 
that houses the purulent fluid. 

Because of the patient’s age, his poor physical ap- 
pearance, pulse irregularity, and lowered capacity to 
react to the-extensive disease in his mastoid we felt 
that he was not a good risk for general anesthesia 
and we decided to operate under local anesthesia. 
‘The mastoid was very large and practically all the 
bony septa were destroyed. The size of the resulting 
cavity and his poor physical condition made healing 
long and tedious. 

707 BusHwick AVENUE, BrookLyn, New York. 

43 West 69 STREET, NEw York. 


Eye INJURIES. 

Some surgeons believe that if the foreign body is 
in the lens, it should be left alone, as the lens has 
no sensory nerves, and the case is practically safe. 
In this view I do not agree. Such cases sooner or 
later come to grief, and I believe it is wiser to re- 
move all intraocular foreign bodies, wherever lo- 
cated, as soon as possible, provided it can be done 
without almost irretrievable disaster to the eye itself. 
—FRANK ALLport in New York Medical Journal 
and Record. 
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POPLITEAL (BRACKETT) OPERATION FOR 
LOOSE BODY IN THE KNEE. 


A CASE REPORT* 


SIGMUND EPSTEIN, M.D., 
NEW YORK 


A boy, 20 years old, whose previous history was negative, 
never having sustained any injuries, applied for treatment 
in the spring of 1925 complaining of pain in back of the 
right knee. For six months he had noticed that it was 
painful to stretch out his leg at times, and his walking was 
uncomfortable; extension was attended sometimes by a 
cracking sound. His symptoms were localized around the 
medial head of the gastrocnemius muscle. There was slight 
enlargement about the condyle of the tibia posteriorly, in 


the region of the semimembranosus bursa. X-ray report 
negative. 

On May 15, 1925, I explored the popliteal space, and 
found no masses in or between the muscles. Suture. Dis- 
charged in two weeks from hospital. He’ remained well 
until October, 1925, when he again complained of constant 
pain behind the knee; he was then unable to extend the 
limb, and he was unable to sleep. He walked with a limp. 
Another roentgenogram, carefully studied and compared 
with the normal left limb, showed a distinct shadow in the 
midline of the intercondylar space. We had previously 
taken this for a fabella, the common sesamoid bone in ham- 
string tendons. The lateral view brought this out with 
more distinctness than six months before. 

December 19, 1925: incision in midline of popliteal space, 
blunt dissection of the great vessels and nerve, and ex- 
posure of the posterior ligament of the knee joint. As 
soon as this was incised, a smooth, glistening, bean-shaped 
body presented. The posterior surfaces of the condyles 
of femur and tibia showed no abnormality. Suture, with 
a very thin rubber tissue drain. On the seventh day the 
patient was able to fully flex and extend the limb. No joint 
reaction whatever. 

Comment: Joint mice in the posterior compartment of 
the knee, when solitary, do not have symptoms usually 
ascribed to joint mice in the lateral or anterior portions 
of the joint. They are to be removed through a popliteal 
incision, as recommended by E. G. Brackett. Fluoroscopy 
is of no assistance, as there is very poor differentiation of 
a mass that is made up mostly of cartilage. X-ray reports 
should be carefully checked. 


15 WEST 44TH STREET. 


*Demonstrated before the Section of Orthopedic Surgery, New 
York Academy of Medicine, February 19, 1926. 


Half our hospitals are insufficiently equipped for 
non-operative fracture work, but that isn’t an indi- 
cation for operating—except on the superintendent 
and trustees !—Frep J. Corton in The Journal of 
the Iowa State Medical Society. 
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RUBBER DAM IN SURGERY 


HOWARD LILIENTHAL, M.D., F.A.C.S. 
NEW YORK 


The use of rubber dam in surgery appears to have 
been neglected by the majority of the profession. 
Yet there are many advantages in its employment 
for the convenience of the surgeon, for the simplifi- 
cation of technique and even for the saving of life. 

To be definite, I shall divide the uses of rubber 
dam into the following classifications. 

1. As a drain. 

2. As an interposition substance between struct- 
ures to prevent adhesions in graded operations. 

3. As a means of isolating viscera that are being 
operated upon. 

4. As a packing during operation, instead of 
gauze. 

5. As a material to be used in maintaining or en- 
larging a wound cavity.* 

I, As a drain. Mainly on account of its elasticity 
rubber dam alone does not make a good drainage 
material even when folded fanwise. The folds press 
close together and a plug, not a drain, is the result. 
Even a tube made of rubber dam will not function 
well as a drain. It is satisfactory, however, as the 
cover of a so-called cigarette drain and should be 
greatly preferred to gutta-percha because it is less 
liable to be torn on withdrawal. I have had em- 
barrassing moments on account of such accidents 
before I learned to employ only rubber dam for 
this purpose. A piece of gutta-percha tissue left 
in the bottom of a long sinus on withdrawing the 
drain may be difficult or impossible to extract with- 
out a general reopening of the wound. Although the 
drain is tough and elastic, even here it is important 
to try the tensile strength because rubber may be- 
come brittle with age and it is then unsuitable for 
our purpose. 

2, As an interposition substance to prevent ad- 
hesions between structures in operations performed 
in stages. In certain graded procedures, especially 
upon the lung and the esophagus, it is essential to 
prevent adhesions and to maintain isolation of the 
part on which we are operating. This can not be 
done by the use of gauze because the fabric quickly 
adheres to the serous surfaces and is difficult to re- 
move even after twenty-four hours. When gauze 
is withdrawn there is bleeding from general super- 
ficial lacerations and this will be followed by particu- 
larly dense adhesions. For example, in a first stage 
of contemplated pulmonary lobectomy in which 
there are synechiae between lung and pleura, rubber 
dam may be placed between the lung and chest wall 


* Among other impervious substances, rubber dam may also be 
mentioned as a covering in occlusive wet dressings. 
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or diaphragm, and the entire wound closed over it. 
At the next stage of the operation the dam may be 
withdrawn with little effort and without damage. 
The surfaces that were roughened and raw will 
then appear smooth, and orientation becomes easy 
because of the absence of adhesions. 

3, For isolation of hollow viscera during opera- 
tions involving their lumina. ‘This method is one 
that was first suggested by Dr. Fenton B. Turck 
many years ago and it at once appealed to me mainly 
on account of its neatness' and asepsis, The idea 
is to punch a circular opening near the center of the 
dam, the opening being of such a size that the vis- 
cera may be drawn through it while it is on the 


Fig. 1. Above, rubber dam with round hole in center. Below, 
operator stretching the hole while a loop of tumor-bearing colon 
is withdrawn, 
stretch, and so that when released the rubber will 
firmly embrace the legs of the loop preventing the 
extrusion of visceral contents, though the pressure 
should not be enough to produce hemostasis. The 
viscera, with the exception of the loop upon which 
we are operating,.are then returned to the abdomen 
where they lie in approximately normal relations 
and without contact with foreign material of any 
kind, while the sheet of rubber dam forms an im- 
pervious covering over the abdomen (figures 1 and 
2). If soiled, the dam may be wiped but most of 
the soiling may be prevented by laying a ring of 
wet gauze around the neck of the visceral protru- 
sion. Having finished the resection or the anasto- 
mosis, the dam is wiped clean, the opening is once 
more stretched and the parts thus released are 
dropped back into the abdomen. This method will 
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be particularly appreciated in cases of resection of 
the intestine for tumor. When anastomosis is to 
be performed between two separate loops as, for 
example, in ileocolostomy, Turck made two open- 
ings in the dam, one for each loop. This I have 
found unnecessary, however, since with material of 
the proper thickness, a single opening will easily em- 
brace both viscera. 

In performing gastroenterostomy there is a ten- 
dency for the stomach to slip back through the open- 
ing and this should be avoided by supporting the 
gastric wall with tissue clamps. The advantage of 


the method in gastroenterostomy is that at the end 
of the operation the suture lines are exactly as they 
are intended to remain while, when clamps are em- 
ployed, the parts are on the stretch and tend to 
draw together as soon as they are released, thus oc- 


Fig. 2. The opening has been permitted to contract upon the 
legs of the loop of gut to be resected. The remaining loops 
of hollow viscera have been returned into the abdomen and only 
the constricted loop is seen, the rubber dam effectually isolating it 
during the subsequent steps of the operation. 
casionally permitting a vessel to slip out of the 
suture line. The method of isolation by rubber 
dam is ideal in operations for intestinal resection 
and intestinal anatomosis. 

4, As a packing during operation instead of gauze. 
For the last 15 years I have given up the use of © 
gauze as a convenient packing to isolate the field 
during an operation and have reserved this material 
for occasional use to control hemorrhage or, pro- 
tected by rubber dam, to fill suppurating cavities 
having distinct pyogenic walls. Indeed, I have em- 
ployed gauze only for the express purpose of creat- 
ing adhesions between structures covered by healthy 
endothelium in the chest and in the abdomen. 

As packings during the progress of a laparotomy 
I employ large sheets of new pliable and elastic 
rubber dam about twice the thickness of that used 
in dentistry. This can be sterilized by boiling and 
will not adhere to a serous surface no matter how 
long the contact is maintained. Moreover there is a 
minimum of fractional irritation and therefore a 
conservation of the integrity of the serosa. I have 
no sympathy with operators who for the sake of 
saving a little time employ gauze to facilitate the 
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manipulation of the viscera. Any angler who has 
handled his catch with cotton fishing gloves while 
removing the hook and who has observed the havoc 
wrought by the contact will understand my point. 
5, As a filling to be used in maintaining or enlarg- 
ing a wound cavity. When it is desirable to pre- 
serve the volume of a hollow that tends to contract 
during healing, rubber dam is invaluable. The sheet, 
in a crumpled mass, is crowded into the cavity with 
the fingers so as to fill it to overflowing. If suf- 
ficient dam has been used it should spring back out 
of the wound upon release of the digital pressure. 
When the wound with the underlying cavity has 
been filled with the dam a pad of gauze is placed 


Fig. 3. 
opened roof of a lung abscess partly adherent to the pleura. A 
ring of gauze packing (not shown here) makes for isolation of the 
neighboring clean pleura. 


The rubber dam is being crowded digitally upon the un- 


upon it and strapped firmly in place. If the cavity 
is a suppurating one there will be a considerable 
discharge around the packing but on removing it one 
or more days later retained discharge will be seen 
at the bottom of the wound, the dam having acted 
mainly as a plug. In the surgery of lung abscess 
I have found this device of great use, especially 
when the opening of an abscess is to be performed 
in two stages. At the first sitting the abscess wall 
or its overlying and adherent lung is exposed, the 
rubber packing is placed _— it (figure 3), and the 
skin is sutured over the whole. This tends to com- 
press the abscess and since in most of these cases 
there is an exit for the pus by mouth, the abscess 
is kept empty to a degree depending upon the 
rigidity of its walls. When it is time to. evacuate, 
some of the rubber is extruded spontaneously and 
the remainder is extracted. The overlying tissues 
will be pushed well out of the way and, because 
of their infiltration, a circular window will have been 
formed through which the surgeon may easily enter 
the abscess with dissecting scissors or by whatever 
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method he may choose. Manifestly if the general 
pleural cavity is violated at the first operation it is 
best to lay a ring of narrow gauze packing around 
the periphery, packing the dam within the circular 
space thus secured (figure 4). In uncomplicated ab- 
scess within the abdomen, when it is desirable to 
maintain free access during healing of the deeper 
parts, this method is particularly advantageous. The 
degree of distension and enlargement that can thus 
be secured is quite remarkable. 

The principal purpose ‘of this paper is to popular- 
ize the use of rubber dam instead of gauze as a 
routine in operations upon the abdomen. I have 
thoroughly tested the method. I have particularly 
noted the appearance of the viscera in two-stage 
operations such as gastric resection, in which at the 


Fig. 4. Second stage of drainage of pulmonary abscess. The 
rubber dam has been removed, leaving the ring of gauze packing 
in place. The unopened roof of the abscess is shown, no longer 
bulging but concave. 


second step two weeks after the gastroenterostomy, 
no adhesions were found. I have also examined 
in contrast gauze pads which have been lying 
against viscera, and rubber dam under the same con- 
ditions, by washing the gauze and the dam in sep- 
arate basins, centrifugalizing the fluid and examin- 
ing the sediment for endothelial cells. While this 
is an extremely rough and inaccurate test it was 
interesting to me to find a vastly greater proportion 
of cells from the gauze specimen than from the 
rubber dam. 

I feel certain that anyone who will take the 
trouble to compare the methods at the operating 
table cannot fail to be impressed by the superiority 
of the dam and that he will observe a smaller pro- 
portion of postoperative adhesions and obstructions 
of the viscera as a result of this technique. 

52 East 82ND STREET. 

Discussion 

Dr. Doucat Bissett: It seems remarkable that abdomin- 

al surgeons should pay so little attention to the use of 


rubber dam in the abdomen. Dr. Lilienthal’s paper is im- 
portant from several standpoints but the feature that 
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interests. me particularly is the use of the rubber dam in 
abdominal surgery as a protection, with resulting diminu- 
tion of trauma to the peritoneum and consequent lessen- 
ing of postoperative peritoneal adhesions. The major por- 
tion of Dr. Lilienthal’s abdominal work, judging from his 
article, is confined to the upper abdomen;—the major part 
of my work is in the lower abdomen. The use of the 
rubber is, however, applicable to both but is of greater 
value, in my opinion, in the lower abdomen. When operat- 
ing for pelvic diseases in the female, particularly on pus 
tubes or any inflammatory adnexal disease, it is advantage- 
ous to secure a free field with respect to the intestines. 
The loops of the intestines that are not adherent should 
be forced into the upper abdomen and to maintain them in 
this position, I use what has become to be known as 
“the rubber envelope pad”. This is a very simple device 
consisting of a rubber envelope, 8” x 8” in size, in which 
is placed a well fitting cloth pad made of four layers of 
toweling. Before placing these in the abdomen they are 
soaked in warm water, and with the patient in Trendelen- 
burg’s position to encourage the placement of the intes- 
tines, a folded pad is passed through the wound into. the 
region of the cecum. Another folded pad is passed in the 
region of the sigmoid. These pads meet in the middle line 
and form a complete barrier, preventing the intestines 
from returning to the pelvis, keeping them warm and 
moist, away from atmospheric influence and making no 
trauma by their presence. If the use of gauze pads should 
be needed or desired to take care of blood or pus that may 
be encountered, they may be used on top and in front of 
the rubber pads. 

In my opinion, postoperative adhesions, following non- 
inflammatory diseases of the lower abdomen or intestinal ad- 
hesions that did not exist before operation, are due to 
traumatization of the peritoneum of the intestines as the 
result of rough usage of this organ, and that the gauze 
pads are the main cause of this trauma. Not only does 
the use of rubber envelope pads prevent or greatly lessen 
postoperative intestinal adhesions but, as evidenced by the 
greatly lessened peritoneal irritation of the intestines, both 
postoperative vomiting and distention are remarkably di- 
minished. 

These facts, I called to the attention of the profession 
in an article written in Surgery, Gynecology and Obstetrics, 
September, 1922, in which I showed that to substitute rub- 
ber envelope pads for gauze pads is to double the chance 
of escaping vomiting altogether, to reduce the first and 
second day vomiting by one-third, to cut the third day’s 
vomiting 60% and to lessen ‘distention of the abdomen two- 
thirds. Where less vomiting and less distention result the 
amount of morphine used is greatly diminished. Less 
vomiting, less distention and less morphine is the result of 
less trauma to the peritoneum and in consequence less post- 
operative adhesions. 

The follow-up cases at the Woman’s Hospital, since the 
use of the rubber pads, have shown a wonderful freedom 
from postoperative symptoms heretofore encountered as the 
result of operative peritoneal adhesions. 

Dr. LirentHAL: I have for many years used this rub- 
ber dam in isolating the intestines during operations. The 
use of Dr. Bissell’s envelope pad is excellent in pelvic cases 
but for the upper abdomen I prefer the rubber dam in sheet 
form and I use gauze over it the same as Dr. Bissell 
does over his rubber envelope. I am glad Dr. Bissell is 
a champion of the rubber dam. The principal advantage of 
it in abdominal surgery is the absence of subsequent ad- 
hesions and consequent intestinal obstruction. If you look 
at a piece of gut after gauze has been sticking to it you 
will see the gridiron impression of the fabric upon it. The 
dam should be prepared beforehand and it should be dry 
in order that one may be able to make a perfectly round 
hole in the center. 


Dr. Henry H. Ritter read a paper on Fractures 
of the Elbow Joint (published in The Journal of 
the A. M. A., March 6, 1926.) 
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PRESENTATION OF CASES 


CHRONIC SEPTIC ARTHRITIS, RIGHT KNEE 
BRADLEY L. COLEY, M.D. 


R. B., aged 50 was admitted to Bellevue Hospital March 
10, 1925 with a painful, tender, swollen right knee. It had 
become swollen and somewhat painful one year before. 
Motion was slightly limited but he was able to continue 
work until about six weeks prior to admission when symp- 
toms became so severe that he went to New York Hospital 
where the joint was tapped and 50 c.c. of purulent fluid 
were removed. He then became maniacal and was trans- 
ferred to the psychopathic ward at Bellevue Hospital. 

The right knee was moderately swollen, slightly reddened 
and slightly warmer than ‘tte left. There was obviously an 
increased amount of fluid in the knee joint. Motion limited 
to 20 degrees. Otherwise physical examination was nega- 
tive. Temperature 100°, pulse go. 

Aspiration of the joint yielded a cloudy purulent fluid 
of yellowish-green color. Culture: streptococcus viridans. 
On opening the joint and inserting the finger the articular 
surface appezred smooth. About one pint of greenish pus 
was evacuated. 

Procedure—Incisions on each side into the joint cavity. 
Rubber tubes inserted with one rubber tissue drain at 
outer opening to keep the incision widely open. Drains re- 
moved on the second day postoperative. Culture of the 
pus again showed streptoccus viridans. 

Post-operative Course—Active motion begun at once, 
the knee being flexed as far as possible (45°), ten times 
every hour. Drainage decreased until transfer to the City 
Hospital on the 13th day postoperative, when it was slight 
in amount and practically clear. The temperature was 
101.2° on the first day postoperative, falling to 99° and 
only once thereafter rising above 101°. Pulse never over 


90. 

Roentgenogram, November 12, 1925, showed productive 
osteo-arthritis of the knee joint, characterized by the pre- 
sence of exostosis and excresences. There are calcifica- 
tions in the soft tissues entering into the formation of the 
joint. 

At the return clinic, November 22, 1925: Moderate pain 
at night; slight pain and difficulty in walking upstairs; 
flexion to 60°, extension to 180°; patella free; slight thick- 
ening in periarticular tissues; condition is improving sub- 
jectively and objectively. 

Discussion 

Dr. Morris K. SmitH: I would like to know what the 
roentgenogram of the joint showed at the time the infec- 
tion first developed. It seems to me this patient may have 
had a general osteo-arthritis for it has not been my ex- 
perience that these infections develop severe arthritis of 
that sort. 

Dr. Howarp LirrentHaL: I would like to ask about 
this man’s mouth. It seems to me to be very important 
to prevent further trouble by the removal of teeth which 
may have been the cause of this infection. 

Dr. Corey: I am sorry that no roentgenograms were 
made of this patient*prior to operation. I have one of the 
other knee for comparison with the affected side. We have 
gone into the question of his teeth as we think this very 
important. Thus far he has refused to have his oral 
sepsis attended to. 


ACTINOMYCOSIS OF THE ABDOMINAL WALL 
BRADLEY L. COLEY, M.D. 


D. P., aged 38, a laborer was admitted to Bellevue Hospi- 
tal 2nd Surgical Division, March 24, 1925. His family 
and past history were irrelevant. There was ne obvious 
exposure to actinomyces. 

In October, 1924 he was operated on for “appendicitis 
at Columbus Hospital. Two weeks after operation, when 
he had returned home he felt a mass in the left lower ab- 
domen and intense pain in the same region. 

He then entered the Memorial Hospital January 5, 1925 
where the diagnosis of actinomycosis was confirmed by Dr. 
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Ewing and later by Dr. Symmers, after reviewing a micro- 
scopic section obtained from the specimen of omentum re- 
moved at the time of the supposed appendicitis operation. 
Treatment at the Memorial Hospital consisted of four ex- 
posures to ultra-violet radiation, r-ray treatment, and po- 
tassium iodide internally (66 grains t. i. d.). 

During this period he lost weight (in all 20 pounds in 
six months). He ran a continuous low grade fever and 
became weak. 

Physical Examination.—Teeth, jaws and mouth, heart 
and lungs negative. On the right side there is a healed 
rectus incision with no induration or inflammatory signs 
about it. On the left side of. the lower abdomen there was 
a discolored, boggy area of skin extending from the an- 
terior superior iliac spine to within a centimeter of the 
midline and frorh the pelvis below to a point just above the 
umbilicus. This area was indurated, of a deep violaceous 
color. Beneath the skin was a mass which seemed to be 
attached to the skin and extensively involved the abdominal 
wall. There was one small area, approximately at the 
center, that was tender and seemed to fluctuate. The ten- 
derness was only slight, even on fairly firm palpation. 

Operation March 28, 1925. On dividing the skin, which 
was enormously thickened and indurated, a collection of 
pus consisting of sulphur granules and broken-down tissue 
was seen to occupy the subcutaneous space superficial to 
the abdominal muscles. At several points the sheath of 
the muscle was perforated and a collection of a similar 
broken-down material was found beneath the sheath and 
underlying muscle. There was a sinus penetrating at the 
lower angle near the prevesical space. This sinus admitted 
the index finger to the second joint but did not seem to 
communicate with the general peritoneal cavity, in fact 
no such communication was found at any point during the 
entire operation. 

five-inch crescentic incision was made in a somewhat 
vertical direction over the involved area. The skin was 
divided and the subcutaneous space cleared of broken-down 
tissue, sulphur granules, etc. The sheath was then widely 
opened and the necrotic material likewise “débrided” and 
evacuated. The deep pocket at the lower angle was similar- 
ly treated and a curette was used to remove all the slough- 
ing membranous coverings of the various sinuses. When 
as complete a débridement as possible had been done the 
wound surfaces were cleansed with gauze sponges soaked 
in iodine and the wound was packed wide open with iodine 
packings. 

In postoperative treatment he received four doses at two 
day intervals of 10% potassium iodide intravenously in the 
following amounts: 25 c.c., 50 cc., 50 cc, 25 cc. One 
per cent copper sulphate solution was used locally. 

The patient returned to the clinic June 7, 1925 with his 
wound entirely healed. He felt fine and looked in perfect 
health. To take potassium iodide grains 120 per day. 

October 4, 1925, scar smooth, not indurated, no sign of 
actinomycosis. 

Discussion 

Dr. Howarp LitrentHac: Dr. Walter Brickner published 
a very interesting article this year on Pelvic Actinomycos’s 
in which he reported a series of ca$es of extensive abdo- 
mino-pelvic actinomycosis (two of them involving the pelvic 
hones) cured by repeated, bold operations. Although iodine 
locally and very large doses of iodides, and also copper 
sulphate, were used, Brickner concluded from his own ob- 
servations and from the literature that, in contrast with 
cervico-facial actinomycosis, neither these remedies nor the 
w-rays appear to be of much help in abdominal and thoracic 
actinomycosis. He also noted that the disease may disap- 
pear in one area and spread to another. He cited some 
cases of pulmonary actinomycosis recovering spontaneous- 
ly. Brickner emphasized that the sulphur granule is a diag- 
nostic fetich—these bodies may disappear from the pus 
for long periods; they may be found only in the deeper 
tissues and not in the pus—the clinical course and appear- 
ance are usually characteristic, however. 

The iodides have been generally considered as useful in 
the systemic as well as in local treatment. If any of the 
gentlemen present should encounter a case that is resist- 


SECTION OF SURGERY 


Aprit, 1926 


ant to this therapy, I would suggest another treatment, and 
that is iodine ionization of the tissues through the healthy 
skin by the electrical method, using iodide of potassium as 
the drug. A case in which I tried this was one in which 
a large area was involved. When the disease is near im- 
portant structures the ionization method ought to be tried. 

Dr. BancrorT: I have seen two cases of actinomycosis 
following appendicectomy. The first case following an 
acute appendicitis was operated on and the tissue was 
sent to the pathologist with the question of actinomycosis, 
and a negative report was returned. Later a third operation 
was performed in Montreal and the diagnosis was made. 
The patient died. 

A second case was operated upon, an exploratory lapar- 
otomy and appendicectomy in course. There was a chronic 
appendicitis and the wound was closed without drainage. 
About two months later the patient developed a firm mass 
in the abdominal wall. This was excised. The clinical 
diagnosis at this time was actinomycosis but it could not 
be confirmed by the laboratory. She returned later with 
symptoms of an obstruction, and the tumor-like mass was 
dissected from over the mesentery. The pathologists at 
this time reported actinomycosis. The patient was treated 
with 2% solution of copper sulphate locally, according to 
the method advised at Bevan’s clinic and large doses were 
given internally. This patient after two years is apparent- 
ly well to-day. 

Dr. Corry: I have read Dr. Brickner’s article and was 
impressed by his opinion that serial operations are necessary 
in these cases. I am convinced that surgery is only one 


phase of the treatment in these cases and that the use of 
iodides and sulphate of copper is also very important. 


‘RECURRENT CARCINOMA OF THE 
MALE BREAST 
BRADLEY L. COLEY, M.D. 

C. B., aged 65 was admitted to the Hospital for Ruptured 
and Crippled, April 24, 1925. 

Six years before he noticed a mass in the right breast 
beneath the nipple. It continued to grow until it became 
the size of an egg. It was removed in 1921 at the Broad 
Street Hospital. Following removal, he received +-ray 
treatment. No symptoms until about November, 1924 when 
he began to experience dull pain in the region of the scar. 
About April 1, 1925 the pain became severe enough to keep 
him awake and several days later he noticed a small 
nodule in the region of the scar. This brought him to the 
hospital. 

He was a rather poorly nourished man. No gross lesion 
was noted except the local condition. Over the right breast 
region was a horizontal scar eight centimeters in length. 
The nipple was absent. At the midpoint of the scar was 
a hard nodule the size of a cherry, only slightly movable 
beneath skin, more movable over the chest wall, slightly 
tender. Diagnosis, recurrent carcinoma of the breast. 

Operation, April 25, 1925. Radical mastectomy with re- 
moval of pectoralis major and minor and axillary contents 
en masse from above downward. : 

The postoperative course was uneventful. Radiation with 
a-rays was carried out. Roentgenograms in May, July, 
and November show no pulmonary metastases. 

Pathological report on the growth from the breast— 
adenocarcinoma. 

At the Memorial Hospital from 1918 to 1925, inclusive, 
there have been 26 malignant tumors of the male breast: 
25 carcinoma and 1 sarcoma. Of this entire series 11 are 
now known to be dead, 7 have been lost track of. Of the 
8 living cases 7 are of carcinoma. The classification on 
admission to the Memorial Hospital was: primary operable, 
4; primary inoperable, 2; recurrent operable, 1. During 
this period of time approximately four thousand cases of 
malignant tumors of the female breast came through the 
Memorial Hospital clinic. This gives, at a very ro 
estimate, approximately 0.5% incidence in the male. 

Discussion 

Dr. Epwarp D. TruespeLt: I was very much interested 

in this case, but I did not understand what operation was 
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done. I have operated on two cases of tumor of the male 
breast: one was a hard, discrete tumor, proving to be a 
chronic cystic mastitis; the other was a true carcinoma, 
this patient promptly developing metastases and dying in 
a short time. 

Dr. Howarp LivientHAaL: I have had three cases of 
carcinoma of the male breast and all of them were very 
malignant. I saw them fairly early and did radical opera- 
tion but with recurrences, and metastases following. 


TRAUMATIC FECAL FISTULA ESTABLISHED 
FIVE WEEKS AFTER INJURY 


MORRIS K. SMITH, M.D, 


W. W. was injured July 8, 1925, in a motor accident, re- 
ceiving a blow across the abdomen. He was taken at once 
toa hospital and remained three weeks. Some time follow- 
ing this, he consulted his family physician, who found signs 
of inflammation in the abdominal wall, and on August 14th, 
five weeks after injury, he was admitted to the St. Luke’s 
Hospital in. my care. The day of admission the skin per- 
forated and pus and feces were discharged. The evening 
of admission drainage was made adequate through a trans- 
verse incision by Dr. MacFee, who found on exploring 
with his finger that the abscess cavity was very extensive. 
The patient remained in St. Luke’s Hospital until Septem- 
ber 3rd, about three weeks, at which time he was dis- 
charged with a fistula through which most of the feces were 
being evacuated. The character of the discharge, and a 
bismuth enema roentgenogram made at this time, located 
the site of the fistula in the transverse colon, near the he- 
patic flexure. It was hoped that by delay the fistula might 
become smaller or even close down, but as there was no 
progress in this direction, he was readmitted September 2oth. 

At operation I approached the fistula through a right 
rectus incision, well to the inner side. After the bowel 
was dissected from the abdominal wall, it was found to be 
completely divided, except for the area of the mesenteric 
attachment, and even here the mucosa was divided. The 
location was about three inches to the left of the hepatic 
flexure. An end-to-end anastomosis of the divided gut 
was made and a cecostomy was done through a separate 
incision as a vent. The rectus incision was closed and the 
site of the fistula was drained. The patient made an un- 
usually smooth convalescence and was discharged from the 
oo? October 21st. A hernia remains at the site of the 
stula. 

This patient is shown because of the unusual injury—ex- 
tensive damage to the bowel, which, however, was com- 
pletely protected by adhesions, with a development of the 
fecal fistula five weeks after the accident. It seems prob- 
able that the original injury, instead of opening the bowel 
at the time, damaged it so that it sloughed through later, 
meanwhile adhering to the abdominal wall. At the same 
time it would appear that the abdominal wall itself, from 
the hernia now present, was considerably damaged. Be- 
tween the time of the accident and the establishment of the 
fistula. the patient’s bowels moved without causing special 
complaint. 


Discussion 


Dr. Fenwick BEEKMAN: I should like to know some- 
thing about the action of the patient’s bowels during the 
five weeks after his injury. 

Dr. Leon T. LeWaxp: I would like to know a little 
more concerning the nature of the trauma; was he run 
over? Dr. Charles H. Peck has reported a group of cases 
of severe abdominal injuries with little or no external 
signs. I think it would be wise to make a careful x-ray 
&Xamination in all doubtful cases. 

Dr. SMitH: In answer to Dr. Beekman, I would say that 
the patient’s bowels moved normally. I did rot incise the 
abscess when he first came in. I do not think there was 
a large amount of feces present. The cavity itself was 
very large. The feces had been evacuated through the 
bowel up to the time the abscess cavity was drained. 
Answering Dr. LeWald: As I understood it, the injured 
man was driving a truck which was struck by a taxi and 
he was hurled forward by the impact, striking his abdomen. 
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STEEL FRAGMENT IN THE KNEE JOINT, 
REMOVAL BY MAGNET 
MORRIS K. SMITH, M.D. 


E. D. was struck above the right knee with a piece of 
steel, about August 20, 1925. An +r-ray examination at 
that time showed a small foreign body in the region of the 
wound. It seemed to me harmless on the one hand, and 
too smalJ to find without risk, on the other, so I advised 
him to disregard it. 

About September rst he came back, stating that he had 
recently had pain on kneeling which his work required. A 
second roentgenogram demonstrated a foreign body in 
front of the upper edge of the tibia. There was none to 
be seen at the original site. In the light of after events, 
T would say that then was the proper time to go for the 
foreign body, but as it was, it seemed to me that the 
symptoms were not sufficiently urgent and that the search 
might be difficult and possibly destructive. 2 

I did not see him again until November 4th, two months 
later. He complained that for a week his knee had been 
stiff, and that every once in a while when putting his weight 
on the leg, he had a sharp pain in the joint. Examination 
showed, for the first time, synovial effusion. Fresh roent- 
genograms demonstrated the foreign body to be unquestion- 
ably in the joint. 

He was admitted to St. Luke’s Hospital and I operated 
on him, November oth. An x-ray examination the morning 
of operation, showed that the foreign body had migrated 
still further to the very back of the joint. A curved in- 
cision was made to the inner side of the patellar ligament, 
and considerable serous fluid was evacuated. Dr. Wiener, 
of the Eye Department kindly loaned me their magnet and 
I tried to get the fragment with this. However, the tip 
reached only into the middle of the joint and did not se- 
cure the foreign body. Washing was also unsuccessful in 
removing it. At this juncture, when I was about ready to 
close, Dr. Cattell, one of the interns assisting suggested 
that the magnet action might be applied through a clamp, 
and thus reach the situation of the piece of steel. This 
was tried with prompt success. 

I am showing this case on account of the rather unusual 
injury, a foreign body free in the knee joint, but particu- 
larly because of the successful employment of a magnet, 
without which its removal would have been impossible at 
the time other than by an extensive incision into the joint. 

Discussion 

Dr. Frepertck W. Bancrort: We had a similar case 
at the Lincoln Hospital. This was a boy who ran the 
point of a scissors blade in his knee joint and broke it off. 
Immediately before operation the boy was fluoroscoped and 
the foreign body was observed from both planes. As an 
attempt had been made by another surgeon a few days pre- 
vious to excise the foreign body it was impossible to make 
any marks on the injured leg. The opposite leg was fluoro- 
scoped at the same time and the two planes correspond- 
ing to the location of the foreign body in the injured 
knee were marked on the well leg with silver nitrate. 

At operation, using the well leg for comparison, it was 
easy to isolate the foreign body in the posterior, inferior 
portion of the knee joint. ‘ 

Dr. Joun J. MoorHeEAp: I reported before the New York 
Surgical Society. last week on some knee joint cases, among 
them one in which I had closed up the knee and broken off 
the tip of a Reverdin needle, outside the joint, however. 
I made mention of that case inasmuch as I am now being 
sued for damages. I gave the patient the point of the 
needle after I had taken it out some six or seven weeks 
after he left the hospital. It had remained all that time 
in the same position. I think Dr. Smith’s case is unusual 
in that it shows what can be done by the ingenious use of 
the magnet. He is to be congratulated on having recovered 
such a small foreign body in such a large joint. 

Dr. Situ: I should like to ask Dr. Moorhead a ques- 
tion with regard to his lateral incision. Does he think it 
would give satisfactory access to the back of the joint 
in the search for a foreign body as in my case. 

Dr. MoorHEAD: I think that with retraction of the patella 
it would have brought you down exactly on that body. 
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THE REGISTRY OF BONE SARCOMA 


Almost six years have elapsed since Ernest Cod- 
man of Boston established that beneficent and im- 
portant scientific enterprise, the Registry of Bone 
Sarcoma. Conducted under the auspices of the 
American College of Surgeons by a committee of 
three—James Ewing of New York, Joseph Blood- 
good of Baltimore and Codman himself as Registrar 
—the registry has had the cooperation of a group 
of experienced pathologists; and no case has been 
admitted to final registry until studied by these men 
and, often, by several others. 

Relinquishing, after five years of stewardship, the 
burdens of Registrar, Codman has recently published 
an analysis of the work of the Registry and of what 
he calls the “by-products”—very important “by-pro- 
ducts”—of these studies. An Interpretation of the 
Nomenclature Used by the Committee of the Regis- 
try of Bone Sarcoma, written by him, appeared in 
The American Journal of Roentgenology and Radium 
Therapy, February, 1925. With some additions, this 
was reprinted as a bulletin of The American College 
of Surgeons (January, 1926) and also as a small 
book* which we earnestly commend to the careful 
reading and re-reading of all those interested in the 


*Bone Sarcoma. An Interpretation of the Nomen- 
clature Used by the Committee on the Registry of Bone 
Sarcoma of the American College of Surgeons. By E. A. 
CopMan, M.D., Registrar, Boston, Mass. Duodecimo; 93 
pages; 24 illustrations. New York: Paur B. Hoeser, INc., 


1925. 


EDITORIAL 


Apri, 1926 


clinical or pathological aspects of bone tumors. 

Small though it is, this book records so many im- 
portant observations and deductions that one scarce- 
ly absorbs them all on the first reading. The classi- 
fication adopted by the Registry is admittedly imper- 
fect and is not suggested as final; yet it is a great 
improvement on the varied and confusing nomen- 
clature that has heretofore prevailed and which, in 
respect of sarcomata, has been based largely on pre- 
ponderance of cell types. The Committee’s classif- 
cation clears the atmosphere considerably as to both 
clinical course and probable prognosis. It is simple 
and workable: 1. Metastatic tumors of bone. 2, 
Periosteal fibrosarcoma [a soft-tissue, not a bone, 
tumor, and not to be confused with so-called “peri- 
osteal sarcoma”.] 3. Osteogenic tumors, benign and 
malignant. [These are the true bone sarcoma, and 
the benign bone tumors—exostosis, osteoma, chon- 
droma and fibroma—which the Committee incline to 
regard as all osteo-chondromas, since they are nearly 
always mixtures of tissue.] 4. Inflammatory condi- 
tions. [Embracing osteitis fibrosa as a broad term to 
include various cystic or fibrous conditions.] 5. Be- 
nign giant-cell tumor. 6. Angioma (benign and 
malignant.) 7. Ewing’s tumor [which Ewing re- 
gards as of endothelial origin but which Codman 
regards as a variety of sarcoma quite malignant in 
spite of apparent recession under radiotherapy]. 
8. Myeloma. 

Sclerosing sarcoma is recognized as a type in 
which there is abundant bone production but in which 
the evidence of the Registry thus far indicates that 
the prognosis is little if any better than in the 
osteolytic phases or types of sarcoma. The latter, in 
fact, are more responsive to radiation though the 
sclerosing form perhaps has less tendency to metas- 
tasize. Such differentiation as round- and spindle- 
cell sarcoma is not recognized, however. Codman 
also deplores the term periosteal sarcoma, which he 
regards as a misnomer. It means only that the 
tumor is more periosteal than central ; but there is no 
reason to suppose that the tumor originates in the 
periosteum. In bone sarcomata of all phases all the 
layers of the bone are more or less involved, he says, 
and he recommends the single term osteogenic sat- 
coma for all phases as seen roentgenographically or 
histologically. 

The Registry thoroughly supports the view of 
Bloodgood that giant-cell tumor (“giant-cell sar- 
coma”) is benign, and that of Mallory that it is not 
a neoplasm but a faulty repair process. In previous 
editorials we called attention to the studies of Mc- 
Guire and McWhorter and of Coley, which would 
indicate that these giant-cell tumors are by no means 
always benign. They record several cases in which 
there developed fatal recurrences or metastases. Me- 
Guire and McWhorter found in these -malignant 
cases an increase of cellularity and mitosis and a de 
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crease in the number and the size of the giant cells. 
The Registry Committee studied over 100 cases of 
giant-cell tumor and are of the opinion that fatal 


cases are instances of errors in primary diagnosis. . 


Perhaps they are prejudiced to this conclusion, as 
Coley suggests, by the very fact of fatality. The 
question cannot yet be regarded as settled; but the 
opinion of the Registry is weighty and it makes it 
necessary to examine very critically every case of 
death from presumed giant-cell tumor. 

The experience of the Registry is that giant-cell 
tumor of long bones always, or practically always, 
occurs in the condylar extremities, often advancing 
up to the articular cartilage. Its roentgenographic ap- 
pearance is quite characteristic and usually diagnos- 
ti, It is an expanding, eroding process, without 
osteogenesis and without periosteal involvement. 
The bone cortex undergoes expansion and thinning 
out, which is easily seen in the roentgenogram, and 
is often recognizable by its elasticity on palpation. 
Trabeculae are often seen in the x-ray picture, as 
they are, too, in bone cysts ; and sometimes the differ- 
ential diagnosis between cyst and giant-cell tumor 
cannot be made roentgenographically. Usually there 
isno difficulty in thus distinguishing osteogenic sar- 
cma from giant-cell tumor. In the former, as Cod- 
man emphasizes, the old shaft persists, however 
much altered by osteolysis and fragmentation. Giant- 
cell tumor sometimes extends from one bone to an- 
ther to which it is connected by an intraosseous lig- 
ament, as from the tibia to the fibula. As Heren- 
deen has shown, giant-cell tumor shows a tendency 
tocure by sclerosis and ossification under radiation. 

In the March, 1926, issue of Surgery, Gynecology 
wid Obstetrics, Codman describes twenty-five crit- 
tia for establishing the diagnosis of osteogenic sar- 
wma, which admirably supplements the information 
inthe book. In this latest article he tells us that of 
6§0 or more bone tumors registered, 200 are of osteo- 
genic sarcoma, of which nearly half are still living 
under the five-year limit. Only 17 cases of primary 
malignant tumor have survived five years—and Cod- 
man states that the (diagnostic) evidence in few of 
these is entirely convincing. Four of them are in- 
stances of Ewing’s tumor; the other 13, each here 
iriefly reported, are of primary osteogenic sarcoma. 
ltis exceedingly interesting that in 7 of these “ex- 
ploration was done at least once and in some cases 
«veral times before amputation” which speaks “eith- 
t against the malignancy of these particular tumors 
in favor of exploration being a harmless pro- 
ture”, “In one case the cure must be credited to 
(Coley’s mixed] toxins or radium or both”. The 
Registry accepts as authentic Coley’s demonstration 
if cures of presumedly hopeless cases; and Codman 
presses the belief that each year the “the report of 
lhe Registrar will be more favorable—particularly in 
‘gard to the use of radiation”. 
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The Registry of Bone Sarcoma has gathered im- 
portant data and very valuable museum material. It 
deserves the interested support of the profession; 
and we hope that all physicians are reporting to it 
their cases of malignant and giant-cell bone 
tumors*. Codman concludes his article with the 
question “Shall the College continue the Registry of 
Bone Sarcoma?”’. We would answer emphatically, 
yes! 
all essential details, should be forwarded to 
the present Registrar, Dr. Dallas B. Phemister, clo The American 
College of Surgeons, 40 East Erie Street, Chicago, Ill. With them‘ 
should be sent #-ray pictures and tumor tissue or slides, if any. The 


Registry maintains a careful follow-up of cases, through the re- 
porting physicians. 


*These reports, givin 
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Selections from Recent Literature 


Sulphur Dioxide Gas Treatment of Wounds. (Wdund- 
begasungstherapie mit Schwefeldioxyd.) EricH Mora- 
Graz. Wiener klinische Wochenschrift, Vol. 39, 


In a preliminary note, the author reports the use of sul- 
phur dioxide gas in the treatment of 18 cases of mammary 
abscess, panaritium, varicose ulcer and abscess of the foot. 
A mixture oi “sulfofix” and “sulfoliquid” is applied to the 
wound. A petrolatum dressing is then placed over all to 
prevent the escape of the sulphur dioxide gas formed by 
the reaction between these two substances. The general 
principle employed is the use of an antiseptic acid. The 
author claims better results for this gas than for hydro- 
gen peroxide because it is a more powerful antiseptic, and 
because it is formed more slowly and continuously. It is 
cheap and easily applied. 


Diagnosis and Treatment of Acute Superficial Circum- 
scribed Abscess. EpmuNnp MHorcan, Washington, 
D. C. International Clinics, March, 1926. 

Operative Treaiment:—The injection of novocain is not 
advisable on account of the possibility of spreading the in- 
fection, but in some locations regional anesthesia may be 
employed. An incision is made over the thinnest place in 
the skin covering the abscess, if possible in one of the 
natural folds. The incision should be large enough to al- 
low complete evacuation and packing of the cavity. The 
pus will escape freely at first, then under gentle pressure 
the remainder can be expressed, or with the edges of the 
wound retracted, small gauze swabs may be used to gently 
wipe out the cavity. With the abscess cavity empty of pus, 
there is no need of a drainage tube. The cavity is packed 
tightly with gauze. The object in packing the cavity tight 
is (1) to prevent the walls of the abscess from collapsing 
and closing off or forming pockets that will confine col- 
lections of pus, and (2) to promote a further invasion of 
the area by leukocytes. A dressing moistened with warm 
magnesium sulphate or Morrison’s solution is applied. The 
gauze is not removed for forty-eight or seventy-two hours 
and only then if it comes away easily. No traction should 
be made upon it, as it will separate; adhering to it will be 
the necrotic tissue that formed the inner layer of the 
abscess wall. The abscess cavity is not re-packed as a 
rule, but it may be lightly packed with gauze strips wrung 
out of magnesium sulphate solution or filled with a mix- 
ture of balsam of Peru and castor oil. Hot fomentations 
are continued until healing is well advanced. 


The Treatment of Superficial Burns. Dr. I. S. Ravo1n, 
Philadelphia. Surgical Clinics of North America, De- 
cember, 1925. 

If the toxins are the result of the action of the burn 
on living skin, the prevention of toxin absorption should 
largely prevent the second stage so frequently observed. 
Two methods are available to prevent the appearance of 
toxic phenomena. The first and best is removal of all 
devitalized tissue, leaving behind the healthy non-toxin- 
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producing tissues. However, this is hardly possible in ex- 
tensive burns as a primary procedure. 

With the use of adrenalin 1:10 the obsorption of any 
deleterious products can be controlled. Thus the inception 
of the toxemia is delayed. When the condition of the 
patient is satisfactory he is anesthetized and the destroyed 
tissues are removed. Not only is late excision preferable 
because the danger of re-establishing shock is largely over- 
come, but at this time the actual dividing line between dead 
and living tissue is more clearly defined and the excision 
is more thorough, with less hemorrhage and less trauma. 


Treatment of Incipient Mastitis by Local Auto-hemo- 
therapy. (Die Behandlung der beginnenden Mastitis 

+ mit lokalen Eigenblutinjektionen). V. Ruséska, Berlin. 
Zentralblatt fiir Gynékologie, January 30, 1926. 

In an earlier number of this same journal, W. Schmidt 
suggested the use of local injections of blood about the 
site of a beginning mastitis. In ten cases treated by 
the author, 40 to 60 cc. of blood were injected into the 
thigh with equally satisfactory results. To be effective, 
the blood should be injected within the first 36 hours 
of the infection. Should no improvement follow, a 
second injection should be given on the following day, 
this time into the breast about the site of the mastitis. 
In only one case was incision necessary. The same 
type of treatment has been successfully employed in 
two cases of septic endometritis with good results. 

The author suggests that the injection of blood, i.e., 
autohemotherapy, is effective first in stimulating or 
rather activating bacteriolysins and other immune bodies 
tound in the blood stream, and second in obtaining a 
non-specific protein effect. Wet dressings, proper sup- 
port and adequate pumping of the engorged breast are 
helpful adjuvants. 


Subastragaloid Arthrodesis in the Treatment of Old 
Fractures of the Calcaneus. RupotpH S. REICH, 
Cleveland, O. Surgery, Gynecology and Obstetrics, 
March, 1926. 

Disabilities resulting from impacted fractures of the 
calcaneus are due most invariably to a comminution ex- 
tending into the subastragaloid joint, which results in a 
traumatic osteo-arthritis. There is severe pain on pro- 
nation and supination of the foot. The invasion of the 
fracture into the calcaneocuboid joint and into the planter 
surface of the calcaneus causes exostoses which contribute 
to the disability. The treatment therefore consists in ar- 
throdesis of the subastragaloid joint. If the calcaneocuboid 
joint is involved, this also should be arthrodesed. If spurs 
are present on the plantar surface they should be removed. 
Subastragaloid arthrodesis has been performed on four 
cases and the results have been so satisfactory that the 
writer urges it for this type of case. 


Fractures of the Os Calcis: Diagnosis and Treatment. 
H. R. Conn, Akron, O. Radiology, March, 1926. 

Fractures of the calcaneum divide themselves on a basis 
of the predominating deformities into: (1) an eversion 
of the bone with a more mesial deflection of the weight- 
bearing line; (2) upward displacement of that portion of 
the posterior tuberosity serving as the attachment for the 
tendo achilleis; (3) impactions resulting in shortening 
and upward displacement of the posterior tuberosity, with- 
out separation of the tendo achillis; (4) serious distor- 
tion of the reciprocal articulating surfaces, and (5) those 
cases in which by reason of the location or because oi 
destructive comminution non-union impends or is pres- 


ent. 

The indications for treatment are entirely dependent upon 
the recognition of the predominating deformity or combina- 
tion of deformities. Roentgenograms should be taken in a 
manner to reveal both lateral and perpendicular deviations. 

In the recent lesions, procrastination, attempts at manual 
reduction, and ineffectual immobilization should be aban- 
doned for the more radical and efficient direct traction pro- 
cedures, tenotomy of the heel cord and, when indicated, sub- 
astragaloid arthrodesis. 

Applied to both the recent and the ancient cases, sub- 
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astragaloid arthrodesis deserves a much more general 
acceptance than it is now accorded. 


The Pathology of Joint Tuberculosis in Its Earlier 
Stages. Aran DeForest Situ, New York City. 
Archives of Surgery, March, 1926. 

Of a series of twenty-three cases of joint tuberculosis 
in which it could be determined where the disease began, 
seventeen were primary synovial and three primary bone 
lesions. In three other cases the disease probably started 
in the bone. 

It is believed that the disease starts in the synovial mem- 
brane in the majority of cases in the knee and probably 
in other joints as well. 

The course of the disease was slower and more insidious 
in the synovial cases than in those with bone lesions. 

When a bone lesion was present it was easily recogniz- 
able by roentgen-ray examination. 

No instance was found in which the disease was confined 
to an epiphysis, although -there were three in which it 
started in the metaphyses. 

Conclusions as to what tissue is first diseased in joint 
tuberculosis based on much of the material studied in the 
past are open to question because of the advanced stage of 
the cases from which the material was obtained. 
Suppurative Diseases of the Lung Due to Inspirated 

Foreign Body Contrasted With Those of Other 
Etiology. CHEVALIER JAcKsoN, Philadelphia. Surgery 
Gynecology and Obstetrics, March, 1926. 

Pulmonary suppuration starting endobronchially and due 
to the presence of a foreign body is, when contrasted with 
embolic, post-pneumonic, and post-influenzal suppurations, 
such a mild, slow, and restricted process and manifests such 
a tendency to prompt and complete recovery after removal 
of the foreign body as to suggest the existence of some 
sort of physiological or structural barrier against the in- 
vasion of suppurative processes by the endobronchial route. 

The characteristics of foreign body suppuration are most 
marked in cases of metallic foreign bodies, which seem to 
possess germicidal powers. The same characteristics are 
present in a less degree, minus the germicidal powers, in 
other kinds of foreign bodies. They are least apparent in 
the cases of vegetable foreign bodies; but even in these the 
prompt recovery in almost all cases, if the foreign body has 
not been long in the tracheobronchial tree, is in marked 
contrast to lung suppuration of any etiology other than that 
of foreign body. 

Complete recoveries followed in a long series of cases, 
after foreign body suppuration of from 10 to 36 years’ 
duration, with no treatment other than the removal of the 
foreign body. 

Surgical Clinics from the Broad Street Hospital. 
Watter M. BrickNeR and Henry Mitcu, New York. 
International Clinics, Vol 1, 1926. (March) 

Among other cases reported and discussed Brickner and 
Milch record one of pathological fracture of the humerus 
due to carcinoma metastatic from a “silent” growth in 
the esophagus. In a case of rapidly growing fracturing 
tumor of the humerus in a man of 38 no primary growth 
was discovered on repeated examinations. Two months 
after the pathological fracture the patient remarked that 
he was finding difficulty in swallowing solid food. There 
was then discovered by roentgenography and esophagoscopy 
an almost completely obstructing carcinoma of the thoracic 
esophagus. Metastasis from esophageal cancer is un- 
common. Histologic reports of primary and metastatic 
tumor are given. The authors discuss the x-ray differential 
diagnosis of various bone tumors. 

There is reported a case of pistol shot wound of the 
abdomen traversing the colon and bisecting the kidney. The 
intestinal perforation was sutured and the kidney tamponned 
with gauze. Recovery took place with apparently perfect 
anatomic and physiologic restoration of the kidney as 
shown by pyelography and function tests. This case 
illustrates two important considerations in traumatic suf- 
gery: The first is that stab, gun-shot and other penetrating 
wounds of the abdominal wall should not be accepted as 
having failed to enter the belly on the result of mere 
probing; and if probed at all this should be done on the 
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operating table. Such wounds should be laid open. If 
there is then found an opening into the abdominal cavity 
the latter should be at once explored through a sufficiently 
free incision, despite the absence of shock or local symp- 
toms. In contrast with spontaneous rupture of an ulcer, 
traumatic perforation of stomach or intestine with little 
bleeding is apt to give no symptoms until the leakage as- 
sumes threatening proportions. In abdominal injuries there 
may rather suddenly develop symptoms of collapse from 
slow loss of blood by a small vessel, or from a fresh ac- 
cession of bleeding. 

Second, kidney traumata should be treated conservatively, 
if possible. Even extensive tears, as in this case, have a 
tendency to heal well, the organ continuing to function. The 
rule should be to stop the bleeding by tampons or by sutures 
or by both, and, except in the small percentage of cases 
in which such measures are ineffectual, to let the question 
of nephrectomy wait on further developments. 


The Role of Infection in the Evolution of Chronic Gas- 
tro-duodenal Ulcers. (Le réle de l’imfection dans 
Vevolution des ulcéres chroniques gastro-duodénauz). 
Pierre Duvat, Roux GarTeLLier, GirAULT and Fr. 
Paris. Archives des Maladies de Appareil 
Digestif, January, 1926. 

The whole of this number is devoted to assymposium by 

the authors named in the title on the significance of in- 
fection in the origin and development of certain gastro- 
‘The clinical signs, the gross and micro- 
scopic pathology, perforation, the medical and lastly the 
surgical treatment are considered in great detail by each 
ot the writers. 
_ In brief, the thesis which these authors maintain is that 
infection of the ulcer base and the surrounding tissue plays 
a capital role in the formation of chronic ulcers and in 
their tendency toward perforation. The therapeutic con- 
sequences of this attitude are that no ulcer patient should 
be operated on at the time that he exhibits evidence of 
tever or polynucleosis. Ail patients showing such evidence 
must be considered as infected and should be submitted 
to prolonged medical treatment to await the subsidence 
of these signs. This medical treatment consists of pro- 
longed rest in bed, adequate dietary regulation, and pre- 
operative vaccination with streptococci cultured from 
uicers. 

When surgical intervention is indicated, an attempt 
should be made to resect widely into tissue that can be con- 
sidered free from even the suspicion of infection. They 
betieve that a great number of the operative failures as 
well as the high pulmonary morbidity following gastric 
operations is to be attributed to the tact that the opera- 
tion was carried out in a septic field. In cases of perfora- 
tion, the operation of choice is a rapid suture of the per- 
foration and the gentle periormance of a gastroenterostomy 
at a distance from the ulcer and the presumably infected 
tissues. 


Diverticulitis and Its Surgical Treatment. J. P. Locx- 
HART-MUMMERY, England. The Lancet, February 27, 
I 

Diverticulitis is a condition which, if detected in its 
early stages and properly treated, may be so kept in 
check that surgical interference will not be necessary, or 
may be much delayed. In its fully developed condition 
it is a very grave disease with most serious possibilities, 
and surgical interference is indicated before the more serious 
complications have taken place. 

Operations for diverticulitis are difficult and dangerous. 
Interference with the diseased bowel may easily set up 
grave sepsis or result in a fecal fistula, and great care and 
judgment is necessary. Colostomy well away from the 
trouble is the safest procedure and should not be dangerous 
if the diseased bowel is not too thoroughly explored, or not 
explored at all. 

Resection with end-to-end anastomosis and temporary 
cecostomy is the ideal treatment, and the results obtained 
in recent years by this method have more than justified 
the procedure. As an alternative, wrapping the diseased 
bowel in omentum after freeing adhesions will give good 
Tesults. When serious complications, such as local abscess, 
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perforation into the bladder, or general peritonitis have al- 

ready occurred colostomy is the only justifiable procedure. 

An Inquiry into the Nature of Chronic Appendicitis. 
ArtHur E. Herrzrer, Halstead, Kansas. American 
Journal of Obstetrics and Gynecology, February, 1926. 

1. Fibrotic changes in the appendix, no matter of what 
degree, are not attended by clinical symptoms. 

2. The anatomic structure of appendices commonly re- 
moved under the diagnosis of chronic appendicitis show no 
variation from the appendices of individuals suffering from 
no abdominal complaint whatsoever. 

3. The minimal changes alleged to be present in cases 
of so-called chronic appendicitis are wholly inadequate to 
explain the symptoms ascribed to them considered in the 
light of like changes in other organs of the body. 

4. Mere alleged relief after the removal of the appendix 
of symptoms is not sufficient to prove that the appendix 
was the cause of the symptoms. 

5. The vast majority of patients so operated on do 
not even claim relief of their symptoms. 

The symptoms alleged to be due to chronic appen- 
dicitis can be relieved by searching out the actual cause 
and by removing it, relieving the patient without molesting 
the appendix. 

Chronic Appendicitis. Joun B. Deaver, Philadelphia. 
Surgical Clinics of North America, December, 1925. 

Chronic appendicitis is a clinical entity and a surgical 
fact, not a fancy. It may be grouped into two types: The 
first follows attacks of acute appendicitis and the other 
is chronic from the onset. It causes a wide range of symp- 
toms among which pylorospasm is a great sinner and mis- 
leads many a diagnostician. How often are patients treated 
and operated for chronic peptic ulcer, chronic cholecystitis, 
ureteral calculus, Dietel’s crises, salpingitis, tubo-ovarian 
disease, etc., when a chronically diseased appendix, lying 
either behind the cecum or lateral to the cecum and ascend- 
ing colon, or both, or in the pelvis, was responsible for the 
entire train of symptoms. Diagnosis of chronic appendi- 
citis by #-ray makes no appeal to Deaver. 


Right Iliac Fossa Pain. H. W. Carson, London. 
Lancet, February 13, 1926. 

One of the common causes of right iliac fossa pain 
is muscle strain, and it is seen in two classes of patient, 
the young school-girl and the middle-aged athletic man 
who is giving up his sports and beginning to put on weight. 
The girl’s pain may easily be diagnosed as appendicitis, as 
there is often tenderness on palpation. 

A frequent cause of right iliac fossa pain is some trouble 
in the urinary tract. A stone in the ureter is, perhaps, 
the most likely to be overlooked. 

Another cause of right iliac fossa pain which may lead 
to errors in diagnosis is tuberculous glands in the mesen- 
tery. Ileo-cecal tuberculosis and cancer of the right colon 
give rise, in addition to right iliac fossa pain, to a tumor 
in close relation with the anterior abdominal wall and there- 
for easily detected; but cancer in the left colon often gives 
rise to right iliac fossa pain owing to back pressure and 
distension of the cecum when the growth itself cannot be 
felt. Pain in the right iliac fossa with a distended cecum 
in a constipated patient over 50 should always make one 
suspect a stricture in the left colon. 

Cases of abiding right iliac pain are generally in women 
between the ages of 20 and 40. They are of spare build 
and have a characteristic carriage due to certain skeletal 
defects. The head is carried forward, there is slight 
dorsal kyphosis, the ribs are close together and from an 
over-acute angle with the rib cartilages, resulting in a flat, 
narrow chest with a reduced lower outlet. The lumbar 
concavity is abolished, and the sacrum articulates with the 
spine almost in a direct line instead of at an angle of 30°. 
They complain of constant dragging pain in the right iliac 
fossa, increasing as the day goes on and relieved by re- 
cumbency. They have constipation, flatulence, a poor ap- 
petite, loss of energy, and symptoms of nervous instability. 
They complain of joint pains, of neuralgia, of headaches, 
and nausea. The abdominal wali is poorly developed and 
many points of tenderness are found in the abdomen; the 
right iliac fossa is especially sensitive, and often the cecum 
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is too easily palpable and the kidneys are frankly prolapsed. 
X-ray examination after a barium meal shows ptosis of 
the stomach and large bowel with delay in emptying. Many 
of these cases when first seen have already had the appendix 
removed without relief. 

The cause of right iliac fossa pain in these cases has 
to do with posture, for it is relieved when the patient lies 
down. There are two structures in the area which are more 
mobile than they should be, the kidney and the right colon. 
In the right colon is found either a thin veil of highly vas- 
cularised membrane stretching from the parietal peritoneum 
across the right side of the mesocolon on to the intestine, or 
a tougher membrane situated rather higher up between the 
cecum and the hepatic flexure which may constrict the colon 
and even bind the ascending colon and the first part of the 
transverse colon firmly together. The appendix is com- 
monly rather small and atrophic and free from adhesions. 
The cecum is thin, bluish, and its walls show microscopical 
changes. But would these alterations cause pain? There 
is often a triangular-shaped membrane in these cases on the 
right side of the mesentery of the ileum just proximal to 
the ileo-cecal junction, which may be sufficiently developed 
to constrict or hamper the movements of the lower ileum. 
Is this drag on the ileum the cause of the pain? The only 
answer to these questions is that operations to release these 
bands and to fix the ascending colon have not met with the 
success they should have had if they were the sole cause 
of the trouble. But least of all has success attended the 
removal of the appendix. It is going too far to say that 
appendicitis should never be diagnosed unless there has 
been an acute attack, but the idea must be dismissed that 
chronic appendicitis can be diagnosed by right iliac fossa 
pain alone. 

The true symptoms of chronic appendicitis are those 
of the so-called appendix dyspepsia. The pain is felt 
in the epigastrium or umbilical region, it is excited by taking 
food—and particularly some kinds of food—and it is never 
relieved by recumbency. Nausea is a very common symp- 
tom, indeed it is more common in appendix dyspepsia than 
in any other chronic indigestion. ‘There is often an as- 
sociated pain in the right iliac fossa, but this is never the 
only symptom. Nutrition is not impaired nor is there loss 
of appetite, nor, as a rule, constipation. This picture is in 
strong contrast to the other type where there is constipa- 
tion, loss of appetite and energy, deficient nutrition, cer- 
tain signs of nervous instability, and constant dragging 
pain in the right iliac fossa relieved by rest. One must 
not be carried too far in a desire to explain these dyspepsias 
as due to appendicitis; it is a common thing for every 
surgeon to be called upon to operate on gastric and partic- 
ularly duodenal ulcer, and sometimes for gall-stones, in 
patients who have their appendix removed without 
relief. X-ray examination as a means of diagnosing appen- 
dicitis has little value. 


An Operative Procedure for the Treatment of Severe 
Uterine Prolapse. (Eine Operationsmethode sur Be- 
handlung des schweren Uterusprolapsus. Symphyseo- 
ventrifixura uteri. E. Sotms, Berlin. Zentralblatt 
fiir Gynékologie, January 30, 1926. 

The author reviews in brief the entire subject of uter- 
ine prolapse. 
bearing age the various classical plastic procedures are 
permissible, provided that during the succeedi preg- 
nancy episiotomy is practiced. In severe cases, conserv- 
ative pessary treatment is to be instituted until such 
time as sterilisation and plastic procedures may be 
carried. Partial colpectomy (Lefort’s operation) is pos- 
sible only in women of advanced age able to withstand 
a long and trying operation. The disadvantage of this 
operation is that it precludes the possibility of inter- 
course. Where this function is to be retained or where 
the resistance of the patient contraindicates the colpec- 
tomy, the author suggests his procedure of symphyse- 
oventrofixation. 

. Through a median hypogastric incision, the uterus is 

extraperitonealised and displaced between the bladder 

‘and the rectus muscle. It is then sutured to the sym- 

physis and the abdominal wall. Any increase in the 
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In the mild cases, in women of child- . 
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abdominal pressure can then only force the uterus 
either against the symphysis or higher up on the ab- 
dominal wall. 


Torsion of the Normal Fallopian Tube. H. Lauran Dar- 
NER, Rochester, N. Y.. The American Journal of Ob- 
stetrics and Gynecology, March, 1926. 

Torsion of the normal fallopian tube sufficient to cause 
clinical symptoms is a very rare condition, Darner reports 
a case. He found reports of only 12 authentic cases. The 
abstracts of five cases are presented, where the patients had 
never been pregnant and where the etiologic factors may 
have been quite analogous to those of his case. Probable 
cause, symptomatology, diagnosis and treatment are discuss- 
ed at length. 


Volvulus of the Fallopian Tube. Wutu1am E. Gazz, In- 
dianapolis. The Journal of the Indiana State Medical 
Association, March 15, 1926. 

Gabe also reports a case of twisting of an undiseased 
failopian tube in a virgin. Such cases occur on the right 
side in the ratio of three to one, and are usually diagnosed 
as acute appendicitis. The correct diagnosis has never been 
made preoperatively in the reported cases. Torsion of the 
fallopian tube constitutes a surgical emergency. 


Multiple Renal Calculi. (Lithiase rénale @ localisations 
multiples). MAIsoONNET ET Val de Grace. 
Archwes Franco-Belges de Chirurgie, Vol. 28, No. 9, 


1925. 

The authors have reviewed the problems arising in the 
treatment of cases of multiple renal calculi. They insist 
on the absolute necessity of careful and intensive study 
of the functional capacity of each kidney. In determining 
the site of initial intervention, they call attention to the 
fact that the excretory function of the kidney must be 
first preserved and that the kidney in which this function 
can be best saved is first to be operated on. 

Medical treatment and the minor surgical procedures, 
such as the installation of catheters, should be attempted 
only for a short time. If without results, surgical inter- 
vention should be employed. Bladder calculi may be re- 
moved by lithotrity or suprapubic cystotomy. Ureteral 
calculi should be removed by ureterotomy. In the treat- 
ment of renal calculi in general the following principles 
may be laid down: 

In single renal stones without infection, pyelotomy is 
the procedure of choice, nephrotomy may be performed 
when the former operation is inadvisable; while nephrec- 
tomy is very rare. In infected cases, pyelotomy is the 
operation of choice. Nephrectomy is a more serious in- 
tervention but should be given the preference over nephro- 
tomy which is a very dangerous operation. 

For multiple stones in one kidney, the authors give the 
following paradigms: for renal calculus associated with 
ureteral or vesical stone, ureterotomy is to be performed. 
For ureteral calculus associated with renal or pelvic stone, 
if uninfected, ureterotomy is to be performed first. If 
infected, ureter-nephrectomy is the operation of choice pro- 
vided the other kidney is good. {f not, a preliminary 
ureterostomy followed by a secondary nephrostomy is the 
operation of choice. 

In cases of bilateral stone formation, the better kidney 
is to be operated on first. Thus, in bilateral ureteral 
calculi, the better kidney is first treated by ureterectomy. 
In case of ureteral stone on one side with renal or pelvic 
stone on the other side the first operation is the ureterotomy 
and subsequently pyelotomy, or nephrectomy if the opposite 
kidney is tunctioning. If the second kidney is bad, nephros- 
tomy is to be performed. Bilateral pelvic calculi is to be 
treated by pyelotomy of the better side first. 


Periarterial Sympathectomy. Report of Three Cases 
in Which It Failed. WInNstow, Baltimore. 
Annals of Surgery, March, 1926. 3 

Whether periarterial sympathectomy is to survive the 
first wave of enthusiasm accorded it, cannot be answered 
at the present time. Before it commands anything like 
popular confidence, many more examples of its successful 
application must come to 
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